In the great majority of cases choroid papillomas develop inside the cerebral ventricles whereas extraventricular growths of this kind are almost always either a direct extension of a primary intraventricular papilloma or are due to seeding along the cerebrospinal fluid pathways. These tumours may, however, occur primarily outside the ventricles, though very seldom.
There are very few cases of primary papilloma unconnected either with the choroid plexus or with the ventricles, examples being the case reported by Skala (1956) , in which the tumour was inside the right frontal lobe, and the three reported respectively by Greene (1951) , by Robinson (1955) , and by Kahn and Luros (1952) , in all of which the tumour was inside a cerebellar hemisphere. For these exceptional occurrences it is reasonable to assume, in Greene's opinion, that the tumour developed from an ectopic remnant of choroid tissue.
There are other extraventricular papillomas that are neither seedings nor outgrowths of an intraventricular tumour and, as they develop from a normal choroid structure, they cannot be regarded as truly ectopic either. These are the papillomas that develop from the small choroid tuft which normally projects outside the foramina of Luschka into the cerebello-pontine angle. These primary extraventricular papillomas sometimes have an outgrowth inside the fourth ventricle also. Hence they have, or may have, points in common with the papillomas that actually originate in the fourth ventricle and then develop, sometimes predominantly, in the lateral recess and eventually, through the foramen of Luschka, they expand outside the ventricle and spread around the cerebellum and bulb. This is not an uncommon occurrence, as may be seen from many reports, the most recent being that of Bohm and Strang (1961) . What distinguishes these two topographic varieties clinically is that in papillomas with an intraventricular origin, which early on in the course of the disease occlude the cerebrospinal fluid pathways, intracranial hypertension is generally the first symptom, whereas in the case of solely or mainly extraventricular papilloma the first or predominant signs are those of lesions of the nervous structure of the angle and thus they simulate the clinical features of the tumours most commonly found in this site.
Having had occasion to observe two cases of these primary papillomas of the angle, as a matter of curiosity we searched the literature for accounts of similar cases published to date and found that in some of the few existing accounts there are observations on the symptoms or clinical and radiological signs that are in conflict with other observations. We felt therefore that it might be worthwhile to reconsider this particular aspect of intracranial pathology right from the beginning, bearing in mind our own observations and those of other workers.
REVIEW OF THE LITERATURE Cushing (1917) was the first to report a case of primary papilloma of the cerebello-pontine angle in his monograph on tumours of the acoustic nerve. The history of the patient (case 35 in the monograph) covered several years and so cannot be summarized briefly. It is therefore quoted here in some detail.
When the patient was examined for the first time at the age of 22 he had been suffering for four months from pain in the right temple on stooping, for six weeks from clouding of vision and for one month from dizzy spells, diplopia, and some subjective disturbances of taste; for some time he had had persistent suboccipital headaches. The clinical findings were: bilateral choked disc of 3 diopters with haemorrhages and exudates; slight nystagmus on looking to the left; a positive Romberg test with falling to the left; nothing in the trigeminal; definite weakness of the left abducens with diplopia; definite left facial weakness; no obvious lesion of the acoustic nerve. On a diagnosis of subtentorial tumour, presumed to be cerebello-pontine, the patient was operated on for the first time on 17 July 1908 for a palliative left subtemporal decompression. The diplopia disappeared but the patient was readmitted three months later owing to incomplete subsidence of the choked disc and suboccipital dis- and at a depth of 1 cm. a circumscribed roundish nodule was found (6 x 5 x 5 cm.). It was almost completely removed, only a small fragment of the growth being left in the angle. The patient died six days later from bronchopneumonia.
We have traced eight other cases, which are summarized in Table T According to Polizzi, papilloma of the angle differs from acoustic neuroma in the chronological order of onset of symptoms, hearing disturbances being slight or late in the former and appearing only when intracranial hypertension has already been manifest for some time. The history of his case accords with this statement but the only other similar case is that of Devic and Puig (1927) . In the case of Montanaro and Hanon (1935) Polizzi (1955) held that radiology can supply a negative pointer or even decisive evidence. According to him, the absence of bone changes in the region of the porus acusticus internis is a negative pointer. This does not seem to be a criterion of much value since bone changes are absent in some 15 to 20 % of acoustic neuromas according to several broad-based statistics. Further, in two cases of papilloma of the angle, in that of Kahn and Luros (1952) and in our second case, there were lesions of the petrous bone or actually of the porus. Polizzi regarded ventriculographic demonstration of a ragged shadow in the fourth ventricle, due to the presence of a portion of the papilloma within it, as decisive evidence. We do not think that much reliance can be placed on this radiological criterion because in only three cases (Willis, 1953; Montanaro and Hanon, 1935; and Polizzi, 1955) ) was there an outgrowth of the tumour in the fourth ventricle. In the other six cases collected from the literature there is either no mention of such an outgrowth or it is definitely excluded by the postmortem findings (Devic and Puig 1927; Kernohan et a!., 1948). The fourth ventricle was not explored in either of our cases but it seems unlikely that there could have been any outgrowth of the papilloma inside it since, had there been, it would have given signs of its existence in the long period of time following the operation in both cases.
In conclusion, at the moment there does not seem to be any sign, either clinical or radiological, that permits pre-operative diagnosis of primary papillomas of the cerebello-pontine angle. All that may be said about these tumours is that, with the exception of the case of Montanaro and Han6n, they develop slowly. Their clinical signs and symptoms do not differ from the general signs of tumours of the angle and they may even mimic the features of acoustic neuromas, at times even radiologically.
SUMMARY
Cases of primary choroid papilloma in the cerebellopontine angle collected from the literature are reported and two personal cases are added with some remarks on their clinical signs and symptoms and radiological findings.
